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Objective: To describe the characteristics of people with visual impairment who participated in the Visual Rehabilitation Groups,
according to the ICD-10 and the International Classification of Functioning, Disability and Health  (ICF). Methods: Quantitative,
cross-sectional survey, developed in a university rehabilitation research center between october and december 2012. The users
from the Visual Rehabilitation Groups were invited; 13 of them agreed to participate. We performed an occupational therapy
evaluation – with anamnesis, performance evaluation and functional vision assessment – an analysis of medical charts and patient
description with the use of the ICF. Results: The major causes of visual impairment were diabetic retinopathy, glaucoma, optical
neuritis and keratoconus. Some functions and structures of the body, performance and capabilities in activities and participation,
environmental factors facilitators or limiters were highlighted in this study, allowing the description of the characteristics of each
participant through the functionality and the improvement of the therapeutic planning. Assistive technologies, optical and non-
optical aids used and their everyday benefits were presented. Conclusion: Visual loss, at any level, led to functional impairments,
limiting and restricting the participation and performance in everyday activities, interfering with the individuals’ independence,
autonomy and quality of life. However, the use of optical aids, non-optical aids and environmental adaptations proved to be
beneficial for increasing the functionality, showing the influence of external factors on the performance. Knowing and recognizing
the existence of diversities within the visual impairment universe allows us to understand who the treated individual is, avoiding
the generalization by the visual condition. The ICF showed to have a fundamental role in this context.
Keywords: International Classification of Functioning  Disability and Health; International Classification of Diseases;
Rehabilitation; Blindness; Low vision; Activities of daily living
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INTRODUCTION
Current estimates of the World Health Organization revealthat there are 314 million visually impaired people in theworld – 269 million of these have subnormal vision and
45 million are blind (1-3), including uncorrected refractive errors.
Etiologies are related to biological and contextual factors, mostly
preventable, treatable and curable (2,4-5), associated to nutritional
and infectious factors, lack of available technology, tobacco use,
ultraviolet radiation exposure, vitamin A deficiency, high body
mass index and metabolic disorders (1-2,5). The main causes of
visual impairment in the world are uncorrected refractive error,
cataracts, age-related macular degeneration, diabetic retinopathy,
trachoma and corneal opacity (1-3,5-6).
Vision is an afferent which is able to promote integration
with other sensory information. It is a continuous stimulus that
enables self-directed and intentional motor conducts, critical to
locate and identify distant objects that cannot be captured by
other senses, understand spatial relations, the position of the body
in relation to space, capture effectively and quickly the environment
in safe and confident manner, maintaining proper body posture,
among other functions (7-9).
Visual loss causes a sensory imbalance, to which the
human body itself is not prepared to face, requiring adaptation
and support (7). Thus, any visual impairment affects the
individual’s health in all its aspects and brings it to functional
impairments, generating interference in quality of life (9-11).
Activities ranging from independent mobility inside and outside
the house, carrying out basic and instrumental daily actions
such as bathing, dressing, going to the grocery store or the
bank, as well as to social activities, leisure and work, all of them
may represent impairment in the daily life of the visually
impaired (11-13). Along with the individual limitations there are
the physical and social environmental factors that may
constitute, respectively, architectural and attitudinal barriers.
Rehabilitation is inserted in this context which can be
defined as a process that is built according to the individuals´
constant identification of needs and demands, involving their
current health condition, interests, context and expectations.
Actions in rehabilitation should include the assistance of a
multispecialty team in order to provide timely and complete
support to individuals with disabilities (2,11,14-15). According to the
experiences of Lamoureux et al. (12), Aciem e Mazzotta (13) e
Bittencourt et al. (16), the rehabilitation of the visual impairment
has shown to be effective in the improvement of the users´ quality
life in the services studied.
To assist in this process, the International Classification of
Functioning, Disability and Health (ICF) is to establish tasks as a
standardized language on health and its conditions, enabling
scientific basis for understanding health and its correlated states ,
comparing health actions on the same subject, helping in the
decision making for the individualized rehabilitation process (17).
The ICF puts functioning and disability under new perspectives,
recognizes disability as a condition not of a minority but as an
inherent human experience. Considering the strong influence of
the context, it comprehends the relationship of health and
environment as dynamic, which may give rise to changes in the
health status of the subject. Moreover, it changes the focus in the
disease classification since it favors the classification of the impacts
of this disease on the individuals’ lives (17). The ICF is a milestone
in legitimizing the Social Model in health and human rights, enabling
communication between the Biomedical and Social Models.
The university research center in rehabilitation involved
in this research works on the rehabilitation of the visually
impaired. One of the modalities of assistance which are practiced
concerns the Visual Rehabilitation Groups, which are proposed
to discuss immediate issues related to disability and rehabilitation,
enabling participants to share their difficulties and strategies in
solving them.
This research was conducted with the aim of describing
the characteristics of people with visual impairments, participants
in the Visual Rehabilitation Groups, according to the
International Classification of Diseases, Tenth Revision (ICD-
10) and the ICF.
METHODS
This is a quantitative cross-sectional research, developed
in a university research center in rehabilitation.
To participate in the study, the subjects should have the
ICD-10 corresponding to visual impairment (18), aged over 18
RESUMO
Objetivo: Descrever as características das pessoas com deficiência visual participantes de Grupos de Reabilitação Visual, segundo a
CID-10 e a Classificação Internacional de Funcionalidade, Incapacidade e Saúde (CIF). Métodos: Pesquisa quantitativa de corte
transversal, desenvolvida em um centro universitário de pesquisas em reabilitação entre outubro e dezembro de 2012. Usuários de
Grupos de Reabilitação Visual foram convidados, sendo 13 os que aceitaram participar. Foi realizada avaliação de terapia ocupacional
– com anamnese, avaliação de desempenho e avaliação funcional da visão – consulta aos prontuários e a classificação dos participantes
utilizando a CIF. Resultados: As principais causas de deficiência visual foram retinopatia diabética, glaucoma, neurite óptica e ceratocone.
Algumas funções e estruturas do corpo, desempenho e capacidades em atividades e participação, fatores ambientais facilitadores ou
limitadores foram destacados neste estudo, possibilitando descrever as características de cada participante por meio de sua funcionali-
dade e auxiliando no planejamento terapêutico. Tecnologias assistivas, auxílios ópticos e não ópticos utilizados e seus benefícios cotidi-
anos foram apresentados. Conclusão: A perda visual, em qualquer nível, levou a prejuízos funcionais, limitando e restringindo a
participação e o desempenho em atividades cotidianas, interferindo na independência, autonomia e qualidade de vida dos sujeitos.
Entretanto, o uso de recursos ópticos, não ópticos, auxílios e adaptações ambientais mostraram-se benéficos para a ampliação da
funcionalidade, evidenciando a influência de fatores externos no desempenho do indivíduo. Conhecer e reconhecer a existência da
diversidade dentro do universo da deficiência visual possibilita entender quem é o sujeito atendido, evitando a generalização pela
condição visual, tendo a CIF papel fundamental nesse contexto.
Descritores: Classificação Internacional de Funcionalidade, Incapacidade e Saúde; Classificação Internacional de Doenças;
Reabilitação; Cegueira; Baixa visão; Atividades cotidianas   
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years and attending the Visual Rehabilitation Group of a
university research center. As exclusion criteria is the non
acceptance and not signing the consent form.
The users inserted in the Visual Rehabilitation Groups
(total = 19), from october to december 2012 were invited, with
the elucidated objectives and procedures of the research.
Thirteen people agreed to participate in this study.
After the acceptance of those who attended, it was asked
on a date and time for signing the consent form and the evaluation
of the occupational therapy. At this time, the medical records of
each participant were consulted as source of data on the cause
of the visual loss, visual acuity and other information related to
the eye health. Evaluation of the occupational therapy comprising
history, performance evaluation and functional vision assessment
was performed.
Such procedures which lasted about 40 minutes were
videotaped and analyzed by two examiners, and described using
the International Classification of Functioning, Disability and
Health (ICF).
The ICF belongs to the family of international
classifications developed by the WHO which encompasses
aspects of human health and components related to welfare. It
describes them in terms of health domains (such as seeing,
hearing, and walking) and health-related fields (such as
transportation, social interaction). It is proposed to describe
situations related to the human functioning and restrictions, as
an organizing structure of information in a model that can be
“significant, integrated and accessible” (17).
This classification is divided into two sections, part 1 refers
to the functionality and disability and part 2 concerns
contextual factors. Each one of the parts is subdivided into two
components, which receive specific alphanumeric codes in order
to be differentiated: part 1 includes the functions of the body
(letter b for body), Body Structures (letter s for structure) and
activities and participation (letter d for domain), while part 2
covers the environmental factors (letter e for environment)
and personal factors (17).
The functions and structures of the body relate to
physiological functions and anatomical parts of the body,
respectively. Problems in the functions and/or structures of the
body are considered impairments. Activities and participation
include, in this order, the execution of a task by the individual
and his involvement in everyday situations. Difficulties in
implementing the activities are called limitations while problems
in performing these activities are called participation restrictions.
Finally, environmental factors include the physical, social and
attitudinal environment in which individuals are placed. For
the ICF, all these components interact dynamically, considering
functioning, disability and health as an interactive and
evolutional process (17).
The components of the classification are followed by
numerical codes, the first is representative of the number of the
chapter (one digit), followed by the second level (two digits) and
the third and fourth levels (one digit each). The codes are only
complete when adding the qualifier, which indicates the magni-
tude of the issue. The qualifiers are present after the period (or
delimiter). Without the qualifier number, the codes of the ICF
have no meaning. The components of part 1 (Body Functions
and Structures, Activities and Participation) are qualified by the
same general range of numbers (0-4). For the Functions and
Structures of the body the qualifier is the magnitude of the
impairment. The Structures of the body receive three different
levels of qualifiers, the first qualifier for the degree of the
commitment generated (0-4), the second corresponds to the
nature of structural change (0-7) and finally brings the third
location of this change (0-7) (table 1). For the component
Activities and Participation are the constructs of this Performance
and Capacity. The Performance (first qualifier) is what the subject
does in his usual environment, while capacity (second qualifier)
is what the subject is able to do in his likely maximum level of
functionality without assistance. The third qualifier refers to the
level of the subject’s ability to perform that activity with assistance.
Finally, for the Environmental Factors, qualifiers can be called
barriers or facilitators, depending on the effects of that factor in
the subject’s life. Any barriers as facilitators have the same
numerical scale (0-4), but the separation between the code and
the domain qualifier takes place by means of a period (.) for
barriers and a plus sign (+) for facilitators.
After classification, the results of the participants were
described in tables and charts with frequencies of ophthalmic
diagnoses, limitations, restrictions, physical and attitudinal
environmental barriers (17).
The study was approved by the Ethics Committee on
Research by the ruling nº 143.693/2012.
First qualifier  Second qualifier Third qualifier
xxx.0 NO Impairment 0 No change in the structure 0 More than one region
xxx.1 LIGHT Impairment 1 Total absence 1 Right
xxx.2 MODERATE Impairment 2 Partial absence 2 Left
xxx.3 SEVERE Impairment 3 Additional part 3 Both sides
xxx.4 COMPLETE Impairment 4 Abnormal dimensions 4 Front part
5 Discontinuity 5 Back part
6 Deflected position 6 Proximal
7 Qualitative changes in the structure, 7 Distal
    including accumulation of fluid
Table 1
 Structures of the body
Source: WHO, 2003
Visual impairment, rehabilitation and International Classification Of Functioning, Disability And Health
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RESULTS
The sample consisted of 13 participants, 54% were female,
mean age of 44 years (± 18.42), and a large share of it in relation
to the employment condition is off work (62%). The main cau-
ses of visual impairment which were presented were diabetic
retinopathy, glaucoma, keratoconus and optic neuritis (15% each).
With regard to the type of visual impairment, 77%, presented
low vision, most of them were acquired (92%) (table 2).
With regard to body functions by the ICF classification,
the monocular acuity of farsighted vision (b21001) for the right
eye (RE) presented 1 subject with moderate disability (.2), 5
individuals with severe disabilities (.3) and other 7 people with
complete deficiency (.4), while for the left eye (LE) 7 participants
were classified with moderate disability (.2), 3 with severe
disabilities (.3) and 3 with complete deficiency (.4) for this domain.
For binocular acuity of short-sighted vision (b21002), 1 participant
presented no difficulty (.0), another subject presented mild
disability (.1), 6 subjects showed moderate disability (.2) and 5
presented complete deficiency (.4). Other body functions related
to vision are described in table 5 as functions of the visual field
(b2101), light sensitivity (b21020), color vision (b21021), contrast
sensitivity (b21022) and quality of the visual image (b21023).
The analysis of the data related to the component activities
and participation, the tasks that are highlighted in this study
showed higher difficulty within the repertoire of activities of the
participants or significant change in the distribution of subjects
compared to the performance and the ability to perform each
task, with and without assistance. These activities include the
areas of Reading (d166) and the accomplishment of the daily
chores (d640), and the categories of walking on different surfaces
(d4502) and socialization (d9205).
In fields that refer to environmental factors, 4 participants
considered the immediate family (e310), extended family (e315)
and friends (e320) and their attitudes (e410, e415, e420), as com-
plete facilitators (+4) of process of acceptance of disability,
inclusion in the Visual Rehabilitation service and resumption of
the daily activities. However, the strangers’ individual attitudes
(e445) to 9 participants are deemed social barriers such as light
ƒ  %
Gender
Female 7  54
Male 6  46
Average age                     44 (±18,42)
Marital status 6  46
Married 5  38
Single 1  8
Divorced 1  8
Widow/Widower
Work Conditions
On sick leave 8 62
Employed 2 15
Retired 2 15
Unemployed 1  8
Ophthalmic Diagnosiss
Diabetic retinopathy 2 15
Glaucoma 2 15
Optic neuritis 2 15
Keratoconus 2 15
Retinitis pigmentosa 1  8
Macular chorioretinitis 1  8
Age-related macular degeneration 1  8




Congenital 1  8
Visual Condition (CID-10)
H54.0 Blindness in both eyes  3  23
H54.1 Blindness, one eye, low vision in the other  5  38,5




According to the ICD-10, 23% attendees are blind in both
eyes (H54.0), 38.5% are blind in one eye and low vision in the
other (H54.1) and 38.5% with low vision in both eyes (H54.2)
(table 3).
According to the causes of visual impairment, the most
affected structures of the eyeball (s220) were: retina (s2203),
structure of the cranial nerves (optic nerve, optic tract) (s1106)
and cornea (s2201) (table 4).
Table 3
 Number of participants by gender,
according to visual impairment
Gender      H54.0a                      H54.1b            H54.2             Total
     ƒ      %             ƒ       %          ƒ       %           ƒ        %
Female      1      8               3     23            3     23             7        54
Male      2     15              2     15,5         2     15,5          6        46
Total      3     23              5     38,5      5     38,5         13     100
n=13
aH54.0: Blindness in both eyes; bH54.1: Blindness, one eye, low vision in the other; c
H54.2: Subnormal vision in both eyes
Table 4
 Ophthalmologic diagnosis and body structure
changes, according to the ICF
Ophtalmologic Diagnosis  Body  ICF  ƒ  %
structure
Diabetic Retinopathy  Retina  s2203  2  46
Retinitis Pigmentosa  Retina  1
Macular Chorioretinitis  Retina  1
Age-related macular degeneration  Retina  1
Central serous maculopathy  Retina  1
Cortical Optic tract  s1106  1 23
Optic neuritis  Optic nerve  2
Keratoconus  Cornea  s2201  2  15,5
Glaucoma Eyeball  s220  2  15,5
n=13
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(.1) to moderate (.2). For a participant (S12), the strangers’
attitudes represent complete barriers (.4), preventing her from
leaving her residence to perform certain activities in the
community.
Products and assistive technology for mobility and personal
transportation in internal and external environments (e1201)
are often used by 5 people and are considered complete
facilitators (e1201 +4) for 4 participants. In the case of visual
impairment, this device is the white cane. The cane was presented
to 8 other participants and they were trained in groups of visual
rehabilitation of a university research center, concerning its correct
and safe use since they do not use it daily.
Products and assistive technology for communication
(e1251), representing specialized writing devices, hardware and
software, glasses or contact lenses are used by all the participants
to assist in transmitting and receiving information. In addition,
all participants reported that they benefit from products and
technology used in designing, building and construction (e150),
mainly in the categories of entering and exiting public buildings
(e1500), such as ramps and level thresholds, and direction,
guidance course and designation of places (e1502), using written
signs or  in Braille signs and embossed surface of the floors.
The intensity of light (e2400) is identified by 8 participants
as a barrier such as from moderate (.2) to complete (.4) limiting
the involvement and performance in the daily activities. As for
the quality of light (e2401), 11 participants reported as a facilitator
from moderate (+2) to complete (+4), enabling them to fulfill
their activities accurately and safely.
Regarding non-optical devices, all participants reported
using them in everyday life, the most cited: light control, use of
contrast, aid to writing and electronic magnification, for carrying
out the activities, especially reading. Three participants who are
blind use a writing guide for signing their names. As for optical
devices, 6 participants use these aids. Out of these, 4 participants
use the aid for near and 5 use it for far sight.
It is possible to illustrate the CIF rankings in visual
impairment through S1 (table 5). With this example there is an
attempt to guide the understanding and comprehension of the
ICF domains and their practical applicability.
The first participant, JVC, 67, is married, 3 daughters and,
on sick leave, presents the ophthalmic glaucoma diagnosis and
ICD-10 of blindness in both eyes (H54.0). According to the ICF,
J. presents complete deficiency in all the Functions of the body
(.4), since it is a case of blindness. The structure of the body is
most affected, according to the diagnosis of glaucoma, the eyeball
(s220.473) completely affected (.4) with a qualitative change in
the structure, including accumulation of fluid (7), in both eyes
(3). Regarding the activities and participation for the activity of
reading (d166) J. presents complete constraint (.4 ) and total
participation restrictions (. 4).Without the aid of assistive
technology, however, when added to the task of using external
resources, the participant begins to perform the activities with
less limitations (d166.443). In the activity walking on different
surfaces (d4502), the participant has considerable limitation (.3)
and restriction (.3), but when there is the use of an aid for
wandering the performance comes to moderate difficulty
(d4502.332). For the activity accomplishing the daily chores
(d640) she shows complete limitation (.4), severe restriction (.3),
but with the use of aids she shall perform such activities with
slight difficulty (d640.431). Lastly, for the activity of socialization
(d9205), J. shows severe difficulty (.3), with little restriction (.1),
and after the use of resources, her limitation ceases to exist
(d9205.310). For the domains related to environmental factors,
S1 is aided by the white cane daily and benefits from this feature
completely (e1201+4), while products and assistive technology
for communication are used by her (as specialized writing devices,
hardware and software), but they facilitate her daily activities
moderately (e1251+2). Products and technology used in designing,
building and construction for entering and exiting public buildings
(e1500), such as ramps and level thresholds are considerable
facilitators (e1500+3), enabling her to transit in public buildings
with higher security, independence and autonomy. Products and
technology used in design, architecture and construction for
direction indication, route guidance and designation of places
(e1502), using cards in Braille represent for this person, at the
time of the evaluation a moderate facilitator (e1502+2) since she
has not mastered Braille yet. The intensity of light (e2400) and
Quality of light (e2401) for S1 are not considered barriers or
facilitators due to their visual condition: blindness in both eyes. J.
considers the immediate family (e310), extended family (e315),
Friends (e320) and their attitudes as complete facilitators in her
everyday life. However, she identifies the strangers’ Individual
attitudes (e445) as moderate barriers, discouraging both
engagement and conducting social activities.
DISCUSSION
This research was conducted with the aim of describing
the characteristics of people with visual impairment,
rehabilitation group participants, according to the ICD-10 and
the ICF. After assessing thirteen participants, and  following the
ICF´s classification, it was possible to identify the causes of visual
impairment, the functions and structures of the body with
disabilities, the main limitations and constraints faced by these
people, the type of disability according to the ICD-10 the
frequency of gender, average age, among other characteristics of
this population.
 It was found that the prevalence of low vision in relation
to blindness is compatible with national and international findings
(1-3,5-6,19-22). Two major eye diseases found in this study (glaucoma
and diabetic retinopathy) are the causes of visual impairment
highlighted in Brazilian and global studies with several
populations (3,6,19-21,23-26). While glaucoma and age-related macular
degeneration are the major causes of visual impairment in
subjects from 50 years old on, brazilian studies highlight these
diseases in this age group (4,20,23).
According to the WHO (6), the number of individuals over
50 years old exceeds the visually impaired other age groups.
However, there is the small number of people over this age
inserted the Visual Rehabilitation Groups (n = 3) and that may
be the cause of such low demand for health services. The group
of people, mostly elderly, with high predisposition to acquire
diseases and high need for the access to the health services, is not
being assisted due to low demand, either by distance from places
of care, poor financial conditions or inadequate and little
stimulating support from the family (4,27-28).
The architectural and attitudinal barriers found in cities as
they can be seen in the social nucleus may discourage the subject
to seek services. The search for rehabilitation is delayed if the
network does not encourage support, if the barriers are limiting
and if there is not easy access to the health care services, to all of
these there is the visual impairment itself, which is limiting and
imposes restrictions as identified in this study (28). In a study by
Visual impairment, rehabilitation and International Classification Of Functioning, Disability And Health
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              ICF
            Diagnosis            ICD-10            Body                Body      Activities and       Environment
                       functions           structures      participation            factors
S13           Cortical            H54.2
   b21001.3(RE)
   b21001.3(LE)
   b21002.2
   b2101.2
   b21020.0
   b21021.0
   b21022.0

























(*) RE: right eye; (**) LE: left eye
Douglas et al. (29), the social and individual barriers found in the
sample population prevented considerably the frequent outing
of these people from their homes, the public transport was
identified during the study as a major barrier in the subjects’
daily basis activities, besides the challenge to create awareness
among the visual impaired population who sees the restraints of
mobility as inherent to their condition, thus failing to access the
health services.
The visual functions with disabilities which were here
presented implicated, at various levels, the activities and
participation of the users, either under limiting or even disabling
forms, these implications were also identified in studies of
Marback, Temporini & Kara-Júnior (11) and Aciem & Mazzotta
(13). However, from the analysis of the obtained results it can be
seen that the use of optical and non-optical devices were shown
to be an effective aid for increasing the functionality with
improved performance and participation in the daily  activities
and they can lead to increased self-esteem and social participation,
as evidenced in other national and international researches (13,24,30-
32). In the research conducted by Carvalho et al. (23), the optical
devices prescribed for the visually impaired old people, after the
assessment and knowledge of the visual category of each indivi-
dual, their individual needs and aspects of their daily life, they
helped in improving the functional performance and were
recognized by the elderly as valid resources for managing their
everyday activities.
The findings of this study allow us to highlight the Basic
Activities of Daily Life (ADLs), such as functional communication
(d166), functional mobility (d4502) and socialization (d9205),
were more implicated in this group of participants, than the Ins-
trumental Activities of Daily Living such as household chores
(d640). Although ADLs are less complex activities – in relation
to required skills, the participants at the time of the survey are in
the beginning of the rehabilitation process.
Owsley et al. (33), during the tracking of the vision
rehabilitation services in the United States and the characteristics
of the population assisted, found that reading is a performing
task that is more compromised, about 85.9% of assisted subjects
presented difficulty in reading, so as in this study, in which 76.92%
presented impairment in the reading performance from
moderate (.2) to complete (.4). When it comes to mobility (41.2%)
and household chores (39.1%), these activities are shown as
difficult to implement, though less prominently (33).
The performance data of socialization, in which 7 people
reported severe difficulty and 1 person complete difficulty in
social performance (d9205), meets Cunha’s and Enumo’s speech
(8), which argues that deficiency leads to social losses. For other
participants evaluated and ranked, social environmental factors
are not barriers to their acceptance and engagement in activities,
but facilitators. On the other hand, there are physical
environments that are not prepared to receive the visually
impaired, causing limitations and restrictions on the participation
of people in public and private environments, creating real
barriers, interfering with the right to come and go, and as
mentioned previously, discouraging the access to and search for
health services (4,27-29).
The context of the health network, which is highlighted
here, refers to the rehabilitation of the visual impaired. The
rehabilitation goes beyond empowering, training or presenting
resources, techniques and strategies to the individuals in dealing
with their environment. It aims to take actions to facilitate and
promote their social inclusion and integration, enabling the
individuals to perform daily with autonomy, independence and
quality of life. Visual rehabilitation groups stand for sources of
experience for the participants, legitimizing capabilities, the
possibilities for action, assisting in the reconstruction of their
personal and social identities (13). It is important to highlight that
the family members participate actively in some meetings, so
they are constantly guided and kept close. The rapprochement
of the family during the rehabilitation process is essential for the
engagement, attendance and stimulation of the visually impaired.
The visual loss at any level, studied in this research, was the
cause of the functional impairment, regarding the independence
of the activities in the daily living and, consequently, the quality
of life of the individuals. In order to enable the participants to
reach their maximum functionality and their well-being it is crucial
in the habilitation and rehabilitation care process to count on a
multi-skilled team and knowledge in order to encompass the
individual as a whole being and rehabilitate him effectively (2,11-
15,33). This wide and global approach is carried out at the research
center as well as in the approach of the Visual Rehabilitation
Group from the assessment until the discharge process. This
Visual impairment, rehabilitation and International Classification Of Functioning, Disability And Health
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approach leads the therapeutic goals to be plotted according to
the user’s individual needs in all aspects and his rehabilitation is
closely monitored and is planned properly.
The archaic concept of disability as irreversible condition
and applied to small groups that should be medicalized and
rehabilitated to bring the individual to the maximum of the
expected standard of functionality, brings forth - and still does -
discrimination and segregation.
In order to educate society that disability is inherent to the
human diversity, constant actions are required and performed.
Another significant struggle within the universe of disability
refers to the different forms of limitations and the constraints
that are usually faced. Impaired people experience their
disabilities in different ways; they perform and participate in
their daily activities on their own terms due to their personal
factor, preferences, settings, facilitators, barriers, different history
and culture. The lack of understanding that the same deficiency
leads to various restrictions and limitations for each person who
experiences it may  lead to misconceptions, myths and prejudices
in several areas, whether educational, legislative, financial,
technological. It is precisely the importance of researching on
the diversity within human diversity, i.e., within the peculiarities
of the visual impairment, which are based on the rehabilitation
process. It is this diversity that is the source of action in health. To
research the diversity is to seek forms of intervention based on
the needs and individualized demands.
An example of diversity within the universe of visual
impairment can be seen in Table 5. The S3 individual, considered
blind in both eyes (H54.0), compared to S1 and S2, both with
blindness in both eyes by the ICD-10, has less limiting and
restrictive functional responses related to the visual impairment.
When the same individual (S3) is compared to S8 and S10,
considered visually impaired with low vision in both eyes (H54.2),
his performance and ability to perform daily activities is similar
or slightly lower. These different responses within this universe
allow the understanding about the individual who is assisted
by the clinic such as his singularities.  It is extremely important
to plan the rehabilitation conduct preventing the generalization
by the visual condition. The ICF has an essential role in this
context, since it comes to discuss, extend and articulate the
concepts about disability.
Used as a tool in this study, the ICF proved to be a suitable
tool for classifying visual disabilities that should be incorporated
into the professional practice in the health field in order to
guide actions centered on the needs of the individual with low
vision or blindness, to turn the rehabilitation process
individualized and effective. It is suggested that the ICF does
not guide actions alone, but combined with other standardized
structured and semi-structured assessment and mainly with
the observation and approach to the subject assisted to improve
strategic interventions that may be conducted.
CONCLUSION
The visual loss, at any level, led to functional impairments,
limiting and restricting the individuals’ participation and
performance in the daily activities interfering with their
independence, autonomy and their quality of life. However, the
use of optical resources, non optical, aids and environmental
adaptations proved to be beneficial for increasing the
functionality, showing the influence of external factors on the
individual’s performance.
Knowing and recognizing the existence of diversity within
the universe of visual impairment allows the understanding who
the assisted subject is, avoiding the generalization by the visual
condition. From this research it was possible to describe the
characteristics of each individual diagnosed with visual
impairment according to the ICD-10, and classify him according
to the ICF. This process showed that the classification in the ICF
favors the rehabilitation conduct since it covers the individual in
his particularities and context, reaching his individual sphere
that is embedded in a socio-cultural context historiography, based
in unique and complex needs.
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